









	Name: 
	Address: 
	Phone home: 
	cell: 
	Age: 
	Grade: 
	School: 
	Allergies Food: 
	Other: 
	1: 
	Relation: 
	Phone: 
	2: 
	Relation_2: 
	Phone_2: 
	Printed Name: 
	Date: 
	Office use Payment: 
	Date_2: 
	Scholarships are available upon request: 
	Additional donations are always appreciated: 
	Date_3: 
	Printed Name_2: 
	Street Address: 
	CityStateZip Code: 
	above and do hereby give my consent without reservations to the foregoing on behalf of this person: 
	Date_4: 
	ParentGuardian Printed Name: 
	20232024 TEXAS 4H YOUTH DEVELOPMENT PROGRAM: 
	Row1: 
	Row2: 
	Row3: 
	Row4: 
	HEALTH AND SAFETY STATEMENT: 
	District: 
	Event: 
	Event Dates: 
	First Name: 
	Date of Birth: 
	Gender: 
	Last Name: 
	Name of Physician: 
	Address_2: 
	Physicians Number: 
	City State 2ip: 
	Date of last physical exam: 
	Phone_3: 
	Name_2: 
	Home Phone: 
	Address_3: 
	Work Phone: 
	City State Zip: 
	Cell Phone: 
	Have you had or do you currently have any heart problems Dates: 
	NOTE If you have any hean related problems you will need to have o physicians release: 
	Do you often feel faint or have spells of severe dizziness: 
	Has a doctor ever told you that you might have high blood pressure: 
	undefined: 
	Do you have arthritis joint or back problems that can be aggravated by exercise: 
	undefined_2: 
	Do you have any chronic recurring illness or communicable diseases: 
	Are there any activities to be limiteddiscouraged by a physicians advice: 
	Are you allergic to any medications food or food ingredients insects or pollens: 
	Do you have Epilepsy: 
	Do you have Diabetes: 
	undefined_3: 
	Any other health related information for 4H personnel to be aware of: 
	Are there prescribed or overthecounter medications currently being taken Describe: 
	Carrier: 
	Policy Number: 
	please list all persons including parents: 
	Further IWe require that said minor child NOT be released to the following personpeople at the conclusion of the activity: 
	Participant OR ParentGuardian Name if participant is under the age of 18: 
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